reviewed the literature, citing cases reported by Sprangler, Campbell, Willets and Anderson, and adding four more cases with histories and roentgenograms. More recently Jennings5 and Beath' have reported such anomalies.
As to the etiology of this condition nothing conclusive has been offered. The theories are concerned chiefly with defective fertilization, defective maternal environment, or defective germ cells. Polyhydramnios is usually present in such conditions and just what influence, if any, it may have on this anomalv is still debatable. It is of interest to note that a family prevalence of anencephaly has been reported by Thoms8 , whose patient gave birth to three anencephalic fetuses occurring in succession. However, such a family prevalence is quite rare.
A positive diagnosis of anencephaly before the onset of labor can not be made without an adequate radiological examination. Many physical signs, as palpation to determine faulty character of the cranium, exaggerated spasmodic and convulsive movements of the fetus, existence of polyhydramnios, thickening of the skin on the mons veneris and vicinity, etc., have been discussed by various authors as significant aids in diagnosis. Although many cases have been recognized intra vitam after the onset of labor by examining per vaginam, it is most important to make such a diagnosis as early as possible, so that pregnancy may be terminated and the mother spared the many trials of continuing pregnancy, and the chagrin of delivering a monster at term. Such Case I. White, 30 years of age, married three years. Aside from a history of rheumatic fever at tweve vears, but no cardiac lesion, the past and family histories were negative. The patient was first seen on January I3, I930, at which time she was having a slight morning nausea and was easily fatigued. The last period was said to have been two months previous. Monthly examinations were negative until the eighth month, when hvdramnios was discovered. The position of the fetus could not be determined at this time, but fetal heart sounds were faintly audible. The patient was referred to the Department of Radiology to determine the position of the fetus. At this examination anencephaly was discovered. (See figures i and 2) The patient was then admitted to the New Haven Hospital and labor induced. Low forceps delivery of a still-born fetus was done. The pathologist's report follows:
"The body is that of a white male infant weighing 2oo grams, and measuring 43 cm. in length. The bones of the entire cranial vault are absent, the skull ending just above the superciliary ridge anteriorly, the mastoid processes laterally. On opening the body, gross examination of the organs revealed nothing unusual." Histological study of tissue from the organs showed no pathological changes.
Case II. White, primipara, 24 years of age. There was an history of scoliosis since the age of four vears, and a nervous breakdown at the age of twenty-one. The past historv and the family history were otherwise negative. The patient was first examined on July 29, 1927, at which time the fundus of the uterus was palpated 3 fb. above the symphysis pubis. The vaginal examination was negative. The patient was seen at monthly intervals. On December 5, I927, the fetal heart was heard in the R. L. Q. and the position of the fetus was palpated in R. 0. A. On December 29, 1927, the patient was again examined, and palpation at this, time showed a large amount of fluid in the uterus with inability to outline any definite position of the fetus. No fetal heart sounds were audible. A diagnosis of hydramnios was made, and fetal death suspected. A roentgenogram taken at this time revealed an anencephalic monster. (See figure 3) The patient was brought to the hospital and labor induced by the insertion of a bougie, following which the patient was delivered of an anencephalic still-born fetus of seven months. The pathologist's report follows:
"The body is that of a white female infant weighing 1700 grams and 40 cm. in length. The skin is macerated and the tissues are soft. The skull slopes abruptlv backward and downward from the brow making the bulging eves the most prominent cephalic structure. The occiput, as a result of the cranial deformity, is quite inconspicuous. Irregular bony prominences are palpable beneath the deeply congested soft tissues covering the skull. There are two redundant folds of skin, one over each upper eyelid, which measure less than i cm. in their greatest diameter. No deformities of any other portion of the body are noted. No gross lesions are found in any of the abdominal or thoracic visera.
"The bones of the calvarium form a flat surface which slopes abruptly posteriorly and downward towards the atlas of the spinal column, enclosing a cranial cavity which measures 4 cm. from above downwards, 2 cm. from side to side, and 1.5 cm. in anteroposterior direction. A definite meningeal covering encloses the flattened rectangular mass of nervous tissue which forms the brain. The only cranial nerves that can be madd out with any degree of certainty are the olfactory and optic nerves. Externallv the eyes appear well formed. The bones forming the base of the skull show no obvious deformity. No definite divisions of the brain can be recognized in the flattened mass of nervous tissue. The spinal cord seems well formed."
Conclusions: The importance of roentgenographic diagnosis in obstetrical conditions should be emphasized.
